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Medical Expenditures Attributable to Injuries — United States, 2000 


In the United States, injuries (i.e., unintentional and inten- 


tional) are the leading cause of death among persons aged <35 


years and the fourth leading cause of death among persons of 


all ages (/). Injuries create a substantial burden on society in 
terms of medical resources used for treating and rehabilitat- 
ing injured persons, productivity losses caused by morbidity 
and premature mortality, and pain and suffering of injured 
persons and their caregivers. To estimate annual injury- 
attributable medical expenditures in the United States, CDC 
analyzed data on injury prevalence and costs from the 2000 
Medical Expenditure Panel Survey (MEPS) (2) and the 
National Health Accounts (NHA) (3). This report summa- 
rizes the results of that analysis, which indicated that injury- 
attributable medical expenditures cost as much as $117 billion 
in 2000, approximately 10% of total U.S. medical expendi- 
tures. This finding underscores the need for innovative and 
effective interventions to prevent injuries. 

MEPS is a nationally representative survey of the U.S. civil- 
ian, noninstitutionalized population that quantifies insurance 
costs and out-of-pocket spending for all medical services, 
including inpatient hospitalizations, emergency department 
visits, ambulatory care, prescription drugs, home health care, 
mental health care, dental visits, and medical devices. Each 
MEPS panel is a sample population from the previous year's 
National Health Interview Survey respondents. MEPS also 


includes data on the sociodemographic characteristics of 
oD 


respondents and self-reported medical conditions, defined on 


the basis of /nternational Classification of Diseases, Ninth Revi- 


sion, Clinical Modifications (1CD-9-CM) codes (4). A total of 


25,096 respondents completed the survey. For each condi- 
tion coded, respondents were asked, “Was the condition due 
to an accident/injury?” and whether it involved “a motor 
vehicle, gun, some other weapon, poisoning/poisonous sub- 


stance, fire/burn, drowning/near drowning, sports injury, fall, 


or something else.” Only self-reported injuries that were coded 
with ICD-9-CM classifications 800-957 and 959-994 were 
included in the analysis. These codes represent damage to the 
human body caused by acute exposure to energy (i.e., 
mechanical, thermal, electrical, chemical, or radiant) or by 
sudden lack of essential agents (e.g., heat or oxygen) and are 
consistent with the injury definition used by the International 
Collaborative Effort on Injury Statistics (5). 

A four-part regression model commonly applied to medi- 
cal-expenditure data was used to estimate the percentage of 
total injury-attributable medical expenditures. This model 
accounted for the skewed distribution of expenditures among 
persons and differences in the distribution of expenditures 
among those with and without inpatient admissions during 
the year. Each part included a dichotomous independent vari- 
able to indicate whether a participant reported injury treat- 
ment in 2000, thereby allowing for estimating the marginal 
impact of injuries on total annual medical expenditures. All 


regression models controlled for sex, race/ethnicity, region, 
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iousehold income, education, pregnancy status, and marital 
status. A more complete estimate of injury-attributable 
expenditures was obtained by applying age- and sex-specific 
MEPS estimates of the percentage of injury-attributable medi 
cal expenditures in 2000 to medical-spending data provided 
by NHA, which includes the U.S.-based military and institu 
tionalized populations. NHA measures spending for health 
care in the United States by type of service delivered and source 
of funding for those services 

In 2000, a total of 16.3% of persons (44.7 million) in the 
United States reported requiring treatment for at least one 
injury (lable). The percentage was higher for males (17 
than for females (15.4%). By age group the percentage of 
persons reporting treatment for an injury ranged from 11.9% 
tor persons ed <10 years to 17.9% for persons aged 10-19 
years. Among persons aged <45 years, a greater percentage of 
males reported treatment for an injury; among persons aged 
-45 years, a greater percentage of females reported treatment 
ror an injury 

In 2000, injury-attributable medical expenditures accounted 


for 10.3% of total medical expenditures and were higher for 


males (12.5 than females (9.2%). By age group, the per 


ntage of | injury-attributable medical nd 
centage of total injury-attributable medical expenditures 


ranged from 6.8% for persons aged 20—29 years to 16.6% tor 


persons aged 10—19 years. Males had a higher percentage ol 


injury-attributable medical expenditures than females for all 
age groups, except persons aged 45-064 years. 

In 2000, on the basis of MEPS estimates, $64.7 billion was 
spent treating injuries among the U.S. population. When 
MEPS percentages were applied to annual medical-spending 
data provided by NHA, injury-attributable medical expendi 


tures nearly doubled to $117.2 billion. Injury-attriburable 


medical expenditures were higher for males ($59.8 billion) 
than females ($57.4 billion). By age group, NHA expendi 
tures f inged from $5.0 billion for persons aged 20—29 vears 
to $37.9 billion for persons aged 45-64 years. The greatest 
injury-attributable medical expenditures ($23.3 billion) were 
for women aged 45—64 years. Expenditures per capita for 
women were greater than for men in the same age group 


\ Table } 


Approximately 30% of injured persons sampled reported 


0 


injuries involving falls (21.2%) and motor vehicles (9.0%). 
hese self-reported injuries accounted for approximately 51% 
of total injury-attributable medical expenditures, with falls 


accounting for 33% and motor vehicles for 18%. The remain 
ing 70% of injured persons sampled reported one of the other 
categories as the cause of injury, with the majority reporting 


some thing else 
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TABLE. Percentage and number’ of persons reporting treatment for an injury and per- 
centage and amount of medical expenditures attributable to injuries, by selected 


characteristics — United States, 2000 


wheelchair ramps), insurance costs, 


property damage, litigation, decreased 





Persons 
reporting 


Medical 
expenditures 
treatment for attributable 


Injury-attributable 
medical expenditures ($) 


quality of life, and diminished func 


tional capacity. Long-term—noninjury 





an injury' to injuries* 
Characteristic (%) No.§ % 





MEPS" NHA** NHA 


health consequences (e.g., mental 
Per capita, 


health-care costs) are another impor 





Total 
Sex 
Male 
Female 
Age group (yrs) 
<10 (11.9) 4.8 7.8 3.1 
10-19 (17.9) 7.2 16.6 7.4 
20-29 (15.8) 5.7 6.8 Mg 
30-44 (17.8) 11.3 12.2 14.6 
45-64 (16.7) 10.2 10.6 20.9 
>65 (16.7) 5.5 8.7 16.0 
Sex by age group 
Male 
<10 (13.7) 
10-19 (20.7) 
20-29 (18.0) 
30-44 (20.0) 
45-64 (15.5) 
>65 (14.2) 
Female 
<10 (9.9) ¢ 
10-19 (15.0) 3.0 
20-29 (13.6) 1.4 
30-44 (15.7) 6.7 
45-64 (17.9) 12.9 
>65 (18.5) : 7.1 


(16.3) 44.7 10.3 64.7 


(17.3) 23.1 12.5 33.2 
(15.4) 21.6 9.2 31.8 


tant component no ‘ ie 
1172 427 pone ot quantified in 


these estimates. 
59.8 448 


The majority of injuries can be pre 
57.4 409 


vented. For example, multifaceted 
57 intervention programs, including bal- 


13.4 ance training, vision correction, reduc 
5.0 
26.5 
37.9 and lowest doses, and environmental 


ing medications to the fewest number 


changes, can reduce the risk for falls and 
fall injuries substantially among older 
adults (9). Interventions to prevent 
motor-vehicle crashes are similarly avail- 
able (0). 

he findings in this report are sub- 
ject to at least two limitations. First, the 
lack of specificity in MEPS about the 
underlying cause and intent of injury 
provides little information to guide 
injury-prevention programs; injury data 


are not distinguished by intentionality 





* In millions 
t On the basis of Medical Expenditure Panel Survey (MEPS) estimates. 
§ Results were weighted to be nationally representative 


In billions. MEPS estimate of U.S. medical expenditures in 2000 is restricted to the civilian, 


noninstitutionalized population 


** In billions. National Health Accounts estimates include the U.S.-based military and institutionalized 
populations and are calculated by multiplying the NHA estimate of U.S. medical expenditures in 
2000 by the percentage of medical expenditures attributable to injuries estimated by MEPS 


Reported by: FA Finkelstein, PhD, IC Fiébelkorn, Research Triangle 
Institute International, Research Triangle Park, North Carolina. 
PS Corso, PhD, SC Binder, MD, National Center for Injury Prevention 
and Control, CDC. 

Editorial Note: The findings in this report indicate that the 
percentage of total medical expenditures attributable to inju- 
ries (10.3%) is similar to previous estimates of medical costs 
of injuries (10.4%) and to percentages of expenditures for 
other leading public health concerns, such as overweight and 
obesity (9.1%) and smoking (6.5%-14.4%) (6-8). However, 
the true economic burden of injuries is likely greater than the 
estimates described in this report because these estimates do 


not include the value of life lost to premature mortality, loss 


of patient and caregiver time, nonmedical expenditures (e.g 


5” 


(e.g., self-inflicted). Second, because it 
relies on self-reported data, MEPS does 
not include medical expenditures for 
the majority of fatal injuries. NHA 
includes costs for all medical expendi- 
tures in the United States. However, 
NHA injury-attributable expenditure 
estimates assume that the percentage of 
total expenditures attributable to injuries is the same for both 
the institutionalized and noninstitutionalized populations and 
for the civilian and noncivilian populations. However, 
severely injured patients might constitute a substantial pro- 
portion of the institutionalized population (e.g., residents of 
nursing homes), and persons in the military might be more 
prone to injuries than civilians. 

Injuries impose a substantial economic burden on society. 
Effective interventions (e.g., increased use of child-restraint 
systems, smoke alarm installation programs, and programs to 
prevent falls among older adults) to decrease both uninten- 
tional and intentional injuries might substantially reduce this 


economic burden. 
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Declining Prevalence of No Known 
Major Risk Factors for Heart 
Disease and Stroke Among Adults 
— United States, 1991-2001 


Despite declines in recent years, heart disease and stroke 
remain the first and third leading causes of death in the United 
States, respectively. Of all U.S. deaths in 2001, heart disease 
accounted for 29.0% and stroke for 6.8% (/). The major risk 
factors for both conditions are high blood pressure, high cho- 
lesterol, diabetes, smoking, and obesity, all of which have been 
targeted by national prevention programs. In addition, the 
prevalence of multiple major risk factors has been a matter of 
increasing concern. However, few studies of national and state 
level data have examined the prevalence of no known major 
risk factors among adults and how that prevalence has changed 


during the preceding 10 years (2). To assess changes in preva- 


lence of no known risk factors for heart disease and stroke 


during 1991-2001, CDC analyzed data from the Behavioral 


Risk Factor Surveillance System (BRFSS). This report sum 


marizes the results of that analysis, which indicate that preva- 
lence of no known major risk factors is decreasing among men 
and women in nearly all states, racial/ethnic populations, age 
groups, and education levels. In addition, the prevalence of 
individual major risk factors is increasing. These findings 
underscore the potential for an increased burden of heart dis- 
ease and stroke on the health-care system. To prevent the 
debilitating outcomes of heart disease and stroke among the 
aging U.S. population, increased prevention efforts and treat- 
ment interventions are needed. 

BRFSS is a state-based, random-digit—dialed telephone sur- 
vey of the noninstitutionalized, U.S. civilian population aged 
-18 years. Data for this analysis are from the core surveys 
conducted during 1991 and 2001 in 47 states and the Dis- 
trict of Columbia (DC). Median response rates were 70.8% 

*: 37.7% |Florida|—83.7% [North Dakota]) in 1991 and 
51.1% (range: 33.3% [New Jersey|—70.8% [Hawaii and Mon- 
tana]) in 2001. Respondents were asked whether they had 
ever had their blood cholesterol checked and, if so, whether 
they had been told by a health-care professional that their 
blood cholesterol was high. Respondents also were asked 
whether they had evel been told by a health-care professional 
that they had diabetes or been told by a health-care profes- 
sional that they had high blood pressure. Respondents were 
classified as smokers if they had smoked >100 cigarettes in 
their lifetime and currently smoked every day or some days. 
Self-reported data on height and weight were used to calcu- 
late body mass index (BMI). Obesity was defined as a BMI 
30 kg/m *. Data were weighted to account for age, race/ 
ethnicity, sex distribution, and rate of nonresponse in each 
state. Analyses were conducted by using SUDAAN to account 
for the complex sampling design and to calculate variance 
estimates. Differences in percentages were assessed by chi 
square, with a significant difference determined as p<0.05. 
lhe results were age-adjusted to the U.S. 2000 standard popu- 
lation to allow for comparisons over time and among states. 

During 1991-2001, the prevalence of reported high blood 
pressure, high cholesterol, diabetes, and obesity among U.S. 
adults increased, whereas the prevalence of smoking remained 
nearly the same (Table 1). The prevalence of no known risk 
factors was lower in 2001 than in 1991 for men and women 
of all ages, racial/ethnic populations, and education levels 
\ lable 2). 


for all racial/ethnic populations except Asians/Pacific Island- 


lhe lower prevalence was statistically significant 


ers and American Indians/Alaska Natives, whose sample sizes 
in 1991 were too small for meaningful analysis. Men had a 
greater decline in prevalence of no known risk factors than 


women (6.6% versus 4.9%). The age-standardized prevalence 
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TABLE 1. Number and percentage” of U.S. adults with major risk factors for heart dis- Reposted by: N Paynter, MPH, CH Denny, 
ease and stroke, by risk factor — Behavioral Risk Factor Surveillance System, United PhD, KI Greenlund, PhD, IB Croft, PhD 
States, 1991 and 2001 ; —_ GA Mensah, MD, Div of Adult and 
1991 2001 % % 

(N = 55,815) (N = 140,305) difference relative 
Risk factor No. (%) ’ (%) 1991-2001 (95% Cit) change‘ 
High blood pressure 14,824 (23.9) 42,742 (26.7) 2.8 (2.2—3.5) 11.9 : 
High cholesterol level 15,035 (24.9) 4% (28.5) 3.5 (2.9-4.2) 14.2 Editorial Note: During 1991-2001, 
Diabetes 3,626 5.6) (8.1) 2.6 (2.2—3.0) 46.5 


Smoking 11,741 (21.4) 29,570 (21.3) (-0.8—0.6) 0.5 = 1j 
Obesity 7,628 (13.5) 31,369 (22.3) 4 (8.2-9.3) 64.7 ROSES Cae Seery Cae sae See 





Community Health, National Center foi 
Chronic Disease Prevention and Health 
Promotion. ( De 








the prevalence of no known major risk 


One or more risk factors 32,507 (58.2) 89,739 (64.0) ) (4.9-6.5) 9.8 declined, suggesting that a decreased 


No risk factors 23,308 (41.8) _ 50.566 _(36.0) z (-6.5— -4.9) 13.7 percentage of U.S. adults have no rec- 





* Percentages are weighted to state population estimates and age-adjusted to the 2000 U.S. standard 
, populetion 2 
Confidenres tend stroke. As a result, the national burden 
Calculated by dividing the percentage difference between 1991 and 2001 by the percentage in 1991 


ognized risk factors for heart disease and 


, ; 
of heart disease and stroke Is expec ted 


to increase. 
TABLE 2. Number and percentage* of U.S. adults with no major risk factors for heart 
disease and stroke, by demographic characteristics — Behavioral Risk Factor Sur- Laci sein det Nee dads Wieden Wilds 
veillance System, United States, 1991 and 2001 _ eres: a eee “‘s 
r ¥ BRFSS data are based on self-reports 


° 


he findings in this report are sub- 





° 
1991 2001 difference relative and are subject to recall and social 
Characteristic No. (%) No. (%) 1991-2001 (95% Cit) change’ 
Age group (yrs) 
18-34 4 (56.3) 26,673 (50.3 -6.0 7.7—-4.4) 10.7 ‘ ; 
35-49 7 324 45.549 7 59 (-7.3— -4.4) 13.6 ye attributed CoO increased screening. 





desirability biases. Second, increases in 





certain self-reported risk factors might 


50-64 28.0) 36,875 (24: 3.1 4.5-- 0.9 Although increased screening might 

65 3 1) 31 21.0 3.1 - 27.9 

Race/Ethnicity . 

White, non-Hispan 49 777 c c . cholesterol, it probably does not 
we, nor ispanic / ; (42.4 12.4 /i4 ‘ -* 2 - | ) ¢ 


account for higher prevalence of high 


Black, non-Hispanic 43 10.840 (28.8) 5.4 , = 5 ¢ account for increases in high blood pres- 
Hispanic 2,255 | 7,458 sure and diabetes; national examination 
Asian/Pacific Islander 52 52.0 3.019 — oleae weil the esoae trends. and 
American Indian 505 2) 1,842 26.6 5.6 -14 19. ‘ . : te 
Alaska Native such trends are expected with the 
Other c 4,369 
Sex 
Women (43 82.289 
Men 2% 40.5) 58.016 78-5: might have influenced the results is 
Education 
<High school/GED' 8,426 (29.6) 14.487 (23.3 


increase in obesity (3,4). Finally, 


whether the lower response rate in 2001 


unknown. Prevalence of risk factors in 
spit : 2001 might be overestimated if 
High school/GED 17,552 .8) 41,820 | . 


2G 
Some college 14,453 7) 38,018 (34 


4 4 
1 (-8.5—5.7 -19.4 
4 7 
1 


(-8.9-5.9 17 


healthier persons were less likely to 
I 


College graduate 15,384 (51 45.980 (45 


(-6.5 -10.0 respond to telephone surveys. However, 





“Percentages are weighted to state population estimates and age-adjusted (except those by age 
group) to the 2000 U.S. standard populatior l lf, 
Th s VS < ) > de ‘porte : - 
Confidence interval urve uso Nave Deen reported for the 


the trends observed in the telephone 


, calculated by dividing the percer tage difference between 1991 and 2001 by the percentage in 1991 aa population that participated in 
General education diploma - : ~ 
national examination surveys during a 


similar study period (3,4). 
CDC, in collaboration with its partners, supports preven 
of having no risk factors decreased from 42% in 1991 to 36% ; PI 


) , tion programs to Increase awareness and reduce the burden of 
in 2001. This decrease occurred in all geographical areas (range: ‘ 


; high blood pressure, high blood cholesterol, smoking, diabe- 

0.8% |Wisconsin!|—12.5% [New Mexico]) except Hawaii, - Sea : es 
, , a ; tes, and obesity. National guidelines provide information on 
where prevalence increased U.4% (| lable >) Dhese decreases : 


; detecting, treating, and controlling these risk factors (5—9). 
were statistically significant in 35 states and DC and not sig : : 


sts 06 ome lable 3 Physicians are encouraged to seek opportunities in the clini- 
Ca I States | Labdie 5) : 
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TABLE 3. Number and percentage* of U.S. adults with no major risk factors for heart 
disease and stroke, by area — Behavioral Risk Factor Surveillance System, United 


States, 1991-2001 





Area 


1991 


2001 





No. 


(%) 


No. 


(%) 


° 
7o 


difference 
1991 to 2001 


(95% Clt) 


% 
relative 
change’ 





Alabama 
Alaska 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 


District of Columbia 


Florida 
Georgia 
Hawaii 

Idaho 

Illinois 

Indiana 

lowa 

Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 

Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Total 


,249 
849 
915 
770 
941 
197 
215 
943 
957 
564 
122 
298 
101 
177 
288 
926 
143 
994 
810 
112 
935 
1,601 
2,346 
890 
982 
752 
839 
029 
,043 
674 
,204 
249 
175 
801 
951 
2,241 
1,558 
,239 

226 


,057 
,009 
972 
375 
556 
835 
55,815 


(39.6) 
(38.3) 
(43.2) 
(37.8) 
(44.5) 
(44.2) 
(42.9) 
(37.4) 
(41.8) 
(45.7) 
(45.7) 
(41.3) 
(43.1) 
(38.8) 
(37.6) 
(42.8) 
(34.9) 
(39.6) 
(39.7) 
(45.4) 
(42.9) 
(34.2) 
(42.8) 
(34.0) 
(39.7) 
(43.3) 
(42.0) 
(41.5) 
(46.1) 
(52.0) 
(40.5) 
(41.5) 
(43.7) 
(42.4) 
(39.3) 
(45.4) 
(38.4) 
(41.1) 
(37.7) 
(43.3) 
(36.8) 
(43.1) 
(47.6) 
(41.2) 
(43.5) 
(43.5) 
(36.2) 
(38.6) 


2,052 
1,940 
2,274 
2,077 
3,144 
1,453 
5,890 
2,680 
1,466 
3,447 
3,301 
3,367 
3,251 
1,555 
2,915 
2,618 
5,200 
3,437 
1,847 
3,440 
6,509 
2,923 
3,043 
2,078 
2,954 
2,344 
2,469 
3,065 
4,502 
2,512 
2,866 
4,636 
1,791 
2,419 
3,075 
1,806 
2,755 
3,165 
2,381 
3,614 
1,957 
4,235 
2,529 
3,295 
2,202 
3,022 
2,309 
2,495 


(41.8) 140,305 


(29.9) 
(34.5) 
(38.9) 
(33.1) 
(40.0) 
(41.4) 
(38.9) 
(35.9) 
(37.8) 
(36.5) 
(34.3) 
(41.7) 
(39.1) 
(36.1) 
(32.1) 
(37.9) 
(28.9) 
(33.5) 
(36.7) 
(36.0) 
(41.0) 
(33.2) 
(38.9) 
(30.6) 
(33.4) 
(41.2) 
(39.5) 
(36.0) 
(38.2) 
(39.5) 
(36.0) 
(34.4) 
(36.1) 
(32.1) 
(31.7) 
(38.8) 
(33.1) 
(34.9) 
(33.3) 
(37.1) 
(31.9) 
(34.0) 
(42.5) 
(39.3) 
(38.1) 
(40.8) 
(27.8) 
(37.8) 
(36.0) 


-9.7 
-3.7 
-4.3 
4.7 
-4.5 
-2.8 
-4.0 
1.5 
-4.0 
-9.2 

-11.4 

0.4 
-3.9 
-2.8 

5.5 
-4.9 
6.0 
6.0 
-3.0 
-9.4 
-1.9 
-1.0 
-3.9 
-3.4 
6.3 
-2.0 
2.5 
5.5 
-7.9 

-12.5 
45 
74 
75 

-10.3 
7.5 
66 
5.3 
6.2 
4.5 
6.3 
-4.9 
-9.2 
51 
-1.9 
5.4 
-2.7 
8.3 
-0.8 
5.7 


(-13.2— -6.2) 
(-9.3— -1.8) 
(-9.8— -1.2) 
(-9.3— -0.2) 
(-7.7— -1.3) 
(-6.7— -1.1) 
(-7.4— -0.5) 
(-5.4— -2.5) 
(-8.6— -0.7) 

(-13.1— -5.3) 

(-15.2— -7.6) 

(-3.4-—4.3) 
(-8.4—0.6) 
(-6.9—1.3) 
(-9.0— -2.0) 
(-8.9— -0.9) 
(-10.0— -2.1) 
(-10.1-— -2.0) 
(-7.4—1.3) 
(-13.3— -5.5) 
(-5.5—-1.7) 
(-4.2—2.2) 
(-6.8— -1.1) 
(-7.4—0.5) 
(-10.8— -1.8) 
(-6.8—2.7) 
(-7.0—2.1) 
(-9.2— -1.7) 

(-12.1— -3.7) 

(-17.2— -7.8) 
(-8.3— -0.7) 

(-11.2— -2.9) 

(-12.3— -2.8) 

(-15.2— -5.4) 

(-11.7— -3.3) 
(-9.7— -3.5) 
(-8.5— -2.0) 
(-9.8— 2.5) 
(-8.5— -0.4) 

(-10.1— -2.4) 
(-8.2— -1.6) 

(-13.0— -5.3) 
(-9.0— -1.2) 

(-5.7—2.0) 
(-9.8— -1.1) 
-6.3-0.8) 
(-12.0— -4.7) 
(-5.2-3.6) 
(-6.5— -4.9) 


-24.5 
-9.7 
-9.9 

“12.5 


-13.7 





* Percentages are weighted to state population estimates and age-adjusted to the 2000 U.S. standard 
population; data for 1991 for Kansas, Nevada, Wyoming, Guam, Puerto Rico, and the U.S. Virgin 
Islands were not available 
Confidence interval. 
Calculated by dividing the percentage difference between 1991 and 2001 by the percentage in 1991 


cal setting to prevent, detect, and treat 
these conditions. The prevention of risk 
factors for heart disease and stroke 
should remain a national public health 
priority. 
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Preliminary Assessment 
of the Effectiveness of the 2003-04 
Inactivated Influenza Vaccine — 
Colorado, December 2003 


Influenza activity started earlier than usual in the United 
States this season, with widespread influenza activity* reported 
in 10 states by November 22, 2003 (/). The predominant 
influenza viruses (A/Fujian/411/2002 [H3N2]-like viruses) 
circulating this season differ antigenically from the 2003-04 
influenza A (H3N2) vaccine strain (2). A retrospective cohort 
study was conducted among workers at a Colorado hospital 
to provide preliminary data on the effectiveness of trivalent 
inactivated influenza vaccine (TIV) against influenza-like ill- 
ness (ILI). This report summarizes the results of that study, 
which indicated that TIV had no or low effectiveness against 
ILI. However, additional studies are needed to evaluate the 
effectiveness of the 2003-04 vaccine against laboratory 
confirmed influenza and influenza-related complications, 
including hospitalization and death. Influenza vaccine con- 
tinues to be recommended, particularly for persons at increased 
risk for influenza-related complications, their household con- 
tacts, and health-care personnel. 

| he ¢ hildren’s Hospital \ IC H) isa 233-bed pediatric hos- 
pital located in Denver. During October-December 2003, 
CH promoted employee influenza vaccination with TIV. In 
early November, the weekly number of positive influenza test 
results from patient specimens tested through the TCH labo- 
ratory began to increase (Figure). To evaluate the effectiveness 
of TIV against ILI, CDC, the Colorado Department of Pub 
lic Health and Environment, and TCH conducted a retro 
spective cohort study among hospital stati during December 
11-17. An anonymous survey was distributed to hospital 
workers by paper questionnaire at worksites and via e-mail 
messages. Respondents were asked whether they had received 


the influenza vaccine, had certain medical conditions associ 


ated with increased risk for influenza-related complications 


(3), had any illness with fever, cough, or sore throat on of 
after November 1, or had contact with any patients. Data also 
were collected on age group, sex, and occupation. Persons who 
had received vaccine were asked when they were vaccinated, 
and those who reported illness were asked for date of illness 
onset. The survey was distributed to approximately 3,100 TCH 
workers. 

Responses were received from 1,886 (61%) of persons sur- 


veyed. Respondents who did not report influenza vaccination 





: " , . 

Outbreaks of influenza or increases in intluenz ce illness (ILI) cases and 
} 

recent laboratory-contirmed influenz regions of a state 


FIGURE. Number of cases of influenza-like iliness (ILI)* among 
staff respondents, number of laboratory-co;.firmed influenza 
cases among patients, and percentage of staff vaccination, 
by date — The Children’s Hospital, Denver, Colorado, weeks 
ending October 4—-December 20, 2003 
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Week ending 


* Iliness with subjective fever (i.e., temperature not taken) plus cough or 
sore throat beginning on or after November 1, 2003 


or illness status (3% and 1%, respectively) and those who were 
vaccinated but did not report a vaccination date (<1%) were 
excluded from the study. Of the 1,818 persons included in 
the study, 1,424 (78%) were vaccinated, including 1,009 
(71%) vaccinated before November 1 and 415 (29%) vacci- 
nated on or after November 1. ILI was defined as an illness 
with subjective fever (i.e., temperature not taken) plus cough 
or sore throat from November | through the questionnaire 
completion period (December 11-17). Overall, 289 (16%) 
respondents reported having ILI; 28 persons with ILI reported 
being tested for influenza, 13 (46%) of whom tested positive. 
Statistically significant factors associated with receiving vacci- 
nation included age group, occupation, and contact with 
patients (Table 1). 

Iwo methods were used to estimate vaccine effectiveness to 
account for changes in vaccination status during the influ- 
enza outbreak period: a categorical analysis and a person-time 
analysis. For each method, two estimates of vaccine effective- 
ness were calculated to account for the unknown protection 
from vaccine among persons vaccinated <2 weeks before 
onset of illness, because peak antibody response after influ- 
enza vaccination takes approximately 2 weeks and the level of 
protection during the 1—13 days after vaccination is not known 
(4,5). In the first estimate, persons vaccinated <2 weeks 
before illness onset were counted as unvaccinated; in the sec- 
ond estimate, those vaccinated <2 weeks before illness onset 


were excluded from the analyses. 
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TABLE 1. Number and percentage of survey respondents, by 
vaccination status and selected characteristics — The Children’s 
Hospital, Denver, Colorado, October-December 2003 


Vaccinated Unvaccinated 
Characteristic No. (%) No. (%) 
Age group (yrs)* 
18-49 (75) 322 8 (82) 
50-64 (23) 69 (18) 
>65 (1) 1 (0) 
Sex 
Men (19) 89 (23) 


Women (81) (77) 
High-risk conditions 
Yes (14) (12) 


No (86) (88) 
Occupation’ 
Physicians (13) (6) 
Nurses (30) ¢ (24) 
Other (57) 2 (71) (MMWR on line) 
Patient contact* 
Yes (69) (58) 
No (31) (42) 
Total (78) (22) 
* p<0.05. 

















Categorical Analysis 

Persons vaccinated on or after November 1 (the outbreak 
period) were excluded from the categorical analysis. ILI 
attack rates were compared between vaccinated and unvacci- 
nated groups by using the Cochran-Mantel-Haenszel chi- 
square test to adjust for age group, patient contact, and 
high-risk conditions. Vaccine effectiveness against ILI was 
calculated as 1 — vaccinated attack rate / unvaccinated attack 
rate. Point estimates for vaccine effectiveness were 14% and 
3%, respectively, with 95% confidence intervals for both esti- 
mates that included zero (Table 2) 


aj} 


cdc.gov/mmwr 
Person-Time Analysis 


To determine vaccination status in the person-time analy- 


sis, the exposure cohort time was calculated from the time of 


the outbreak, November 1, 2003, until onset of a self-reported 


illness or until the date of survey completion (December 1 1- 
17). In this analysis, persons reporting vaccination during the 
outbreak period contributed both vaccinated and unvaccinated 
time. Incidence rates (i.e., the number of cases divided by 
person-months) for ILI were estimated separately for vacci- 
nated and unvaccinated person-times. Vaccine effectiveness 
against ILI was calculated as 1 — vaccinated incidence rate / 
unvaccinated incidence rate. A Cox proportional hazards 
model was used to estimate an incidence rate ratio adjusted for 
age group, patient contact, and high-risk conditions (6). Online 
Adjusted vaccine effectiveness for both estimates were not sta- 


tistically significantly different from zero (Table 2). 
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TABLE 2. Number of persons with influenza-like illness (ILI)* and inactivated influenza vaccine effectiveness (VE) estimatest among 
survey respondents, by analysis and vaccination status — The Children’s Hospital, Denver, Colorado, November 1 — December 17, 2003 
Categorical analysis*® 
Analysis #1** Analysis #2" 
Vaccinated Vaccinated : Person-time analysis? 
before before Analysis #1% Analysis #2™ 
Characteristic November 1 Unvaccinated November 1 Unvaccinated Vaccinated Unvaccinated Vaccinated Unvaccinated 




















Persons/person-months 1,000 402 1,000 393 457 947 1,457 703 
ILI cases 149 68 149 59 179 109 179 75 
ILI attack/incidence rate*** 0.149 0.169 0.149 6.150 0.123 0.115 0.123 0.107 
Risk ratio/incidence rate ratic 0.87 (0.67—1.14) 0.99 (0.75—1.30) 1.07 (0.84—1.35) 1.15 (0.88—1.51) 
Crude VE 0.13 (-0.14—-0.33) 0.01 (-0.30—0.25) -0.07 (-0.35—0.16) 0.15 (-0.51-0.12) 
Adjusted VE 0.14 (-0.12-0.34) 0.03 (-0.28-0.27) 0.10 (-0.41-0.14) 0.15 (-0.52—0.13) 





lliness with subjective fever (i.e., temperature not taken) plus cough or sore throat beginning on or after November 1, 2003 


Crude estimates and estimate adjusted for high-risk conditions (e.g., diabetes, heart conditions, immunocompromised conditions, and pregnancy), patient contact, and age 
yroup 


Excludes 415 persons vaccinated after November 1, the beginning of the outbreak period 


Person-months counted from November 1 to onset of IL! or date of survey completion and person-time divided into vaccinated and unvaccinated time 
Classifies as unvaccinated nine persons vaccinated <14 days before onset of ILI 
xcludes nine persons vaccinated <14 days before onset of ILI 


E 
Classifies 13 days after vaccination as unvaccinated person-time 
E 


xcludes 13 days of person-time after vaccination 
Attack rate is for categorical analysis, and incidence rate is for person-time analysis 
Risk ratio f categorical analysis, and incidence rate ratio is for person-time analysis 


Reported by: § Dolan, MS, AC Nyquist, MD, D Ondrejka, PhD ably are more precise than those obtained in the categorical 
| Todd, MD, The Children’ Hospital, Denver; K Gershman, MD, 
Colorado Dept of Public Health and Environment. ] Alexander, MD, 
C Bridges, MD, | Copeland, MS, F David, MS, G Euler, DrPH, 
P Gargiullo, PhD, K Kenyan, MPH , Z Moore, MD, ] Seward, MBBS, 


li pide miology Surveillance Div, National Immunization Program; | | k ; rT 1 rit i 
‘ 1ad unknown or uncorrected disparities between the vacci- 
N Jain, MD, EIS Officer, CD 


analysis. Some negative effectiveness estimates (i.e., estimates 
lower than zero) were obtained in this analysis; because vac- 
cine effectiveness cannot be lower than zero, such estimates 


should be considered zero. These results suggest that the study 


nated and unvaccinated groups in terms of risk for disease or 
Editorial Note: The preliminary findings presented in this other factors. 
report demonstrated no or very low effectiveness of TIV against The findings in this report are subject to at least five limita- 
ILI. However, these findings do not provide a basis for assess- tions. First, study participants were not selected at random to 
ing the effectiveness of TIV against more severe illness out- 


receive influenza vaccination, and persons with greater 
ae ; 
comes or against influenza B or influenza A (H1IN1), nor do 


patient exposure and possibly greater exposure to influenza 
they assess the effectiveness of live attenuated influenza vac- viruses were more likely to be vaccinated. Second, a greater 
cine (LAIV). Despite a suboptimal antigenic match, TIV can percentage of persons aged >50 years and persons with one or 
still provide protection against influenza complications. In a more conditions associated with increased risk for influenza- 
study conducted among patients aged >65 years, TIV was related complications were vaccinated. Third, other biases, 
effective in preventing 61% of influenza-related deaths when including participation in the study and reporting illness based 
the vaccine and circulating strains were well matched and 35% on vaccination, might have occurred. Such biases and other 
when they were not well matched (7). differences between the vaccinated and unvaccinated groups 
Estimates of vaccine effectiveness generally are lower against are very likely to have occurred, given the disparities noted. 
ILI rhan against laboratory-confirmed influenza. During the For example, persons who were ‘vaccinated and became ill 
1998-99 season, when the vaccine and circulating strains were might have been more likely to complete the questionnaire, 
well matched, T1V effectiveness among healthy adults was 86% biasing the study to indicate lower effectiveness. Fourth, 
against laboratory-confirmed influenza and 34% against ILI; influenza vaccination and illnesses were self-reported. Finally, 
during the 1997-98 season, when the vaccine and circulating the sample size might not have been large enough to detect 
strains were not well matched, TIV effectiveness was 50% vaccine effectiveness against ILI, particularly because a large 
against laboratory-confirmed influenza and zero against ILI proportion of the respondents were vaccinated. Many of these 
(8). Further studies are under way or planned to estimate the limitations can be avoided by using a prospective cohort study 
effectiveness of the 2003-04 influenza vaccine against labora- design with laboratory-confirmed disease as an outcome. Con- 
tory-confirmed influenza and influenza-related complications. ducting annual prospective studies would provide consistent 
he person-time analysis included all persons in the cohort and comparable vaccine effectiveness data to assist with pub- 


regardless of when they were vaccinated. These estimates prob- lic health decision making 
: aking. 
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This study does not provide data that permits an 8. Bridges CB, Thompsen WW, Meltzer MI, et al. Effectiveness and cost 
c c...: PTY . benefit of influenza vaccinz -althy g S: ) 
assessment of the effectiveness of TIV against laboratory- enefit of influenza \ ccination of he ilthy working adults: a random 
. ’ ized trial. JAMA 2000;284:1655-G3. 
9. Edwards KM, Dupont WD, Westrich MK, Plummer WD, Palmer PS 
les to provide such data are under way. Because TIV was Wright PF. A randomized controlled trial of cold-adapted and inacti 


effective against laboratory-confirmed influenza and influenza- poor spy om the prevention of influenza A disease. J Infect Dis 
f 4;169;68-76. 


confirmed influenza and its complications. Additional stud- 


related complications in previous years in which it was not 


effective against ILI (8,9), and because influenza B and influ- 





enza A (HIN1) viruses might cause serious illness later this 


season, influenza vaccine continues to be recommended for Update: Influenza Activity —— 
persons at increased risk for influenza-related complications, United States January 10. 2004 
’ 4. ’ 


~~ The number of states reporting widespread influenza activity” 
1. CDC. Weekly report: influenza summary update, week ending Novem- continued to decrease during the reporting week of January 


ber 22, 2003—week 47. Available at http://www.cdc.gov/flu/weekly/ 4-10, 2004". Health departments in 20 states and New York 
weeklyarchives2003-2004/weekly47.htm. 


their household contacts, and health-care personnel (Box). 


, City reported widespread influenza activity. A total of 24 states 
2. CDC. Update: influenza activity—United States, December, 14-20, 7 f . 


2003. MMWR 2004:52:1255—7 reported regional activity, three states reported local activity, 


. CDC. Prevention and control of influenza: recommendations of the and sporadic activity was reported by two states, the District 


ay, gana a Tee beer ae of Columbia, Guam, and Puerto Rico (Figure 1). The per- 

2(No. -8). > Y . . : c 

 Goamn © Tenn C. Teplledky MM, Dean S, Cornrucnsio B Munk G. Tine centage of outpatient visits for influenza-like illness (ILI)* 
to peak serum antibody response to influenza vaccine in the elderly. continued to decrease in all surveillance regions during the 
Clin Diagn Lab Immunol 1996;3:361-2. 

. Kunzel W, Glathe H, Engelmann H, Van Hoecke C. Kinetics of hu 
moral antibody response to trivalent inactivated split influenza vaccine peies? : ; A aie: te 
in subjects previously vaccinated or vaccinated for the first time. Vac- 2.5%. The percentage of specimens testing positive for influ- 
cine 1996;14:1108—10. 

. Allison PD. Survival Analysis Using the SAS System: A Practical Guide. 
Cary, North Carolina: SAS Institute Inc., 1995. 

. Nordin J, Mullooly J], Poblete S, et al. Influenza vaccine effectiveness in 
preventing hospitalizations and deaths in persons 65 years and older in Laboratory Surveillance 
Minnesota, New York, and Oregon: data from 3 health plans. J Infect : é ” 

Dis 2001:184:665-70. During the week ending January 10, World Health Orga- 
nization (WHO) laboratories reported testing 2,670 speci- 
BOX. Influenza impact and prevention mens for influenza viruses, of which 319 (11.9%) were positive. 


week ending January 10, with an overall national percentage 


of 2.8%. This percentage is above the national baseline’ of 


enza also decreased; however, the percentage of deaths attrib- 


uted to pneumonia and influenza (P&I) continued to increase. 





— Of these, 52 were influenza A (H3N2) viruses, 261 were 
* Influenza causes an average of 114,000 hospitalizations ofl \ vi , \ 

: . influenza A viruses that were not subtyped, and six were 
and 36,000 deaths annually in the United States. Yk 


Influenza vaccination is the primary means to prevent influenza B viruses. ae nie 

influenza and its complications. Since September 28, 2003, W HO and National Respira- 
Annual influenza vaccine is recommended for persons tory and Enteric Virus Surveillance System laboratories have 
at increased risk for influenza-related complications and tested 69,052 specimens for influenza viruses, of which 18,535 
their contacts, including (26.8%) were positive. Of these, 18,422 (99.4%) were influ- 


— Persons aged >50 years 





Children aged 6—23 months : 
) = 1 . . - Levels of activity are 1) no activity, 2) sporadic—small numbers of laboratory 
Persons of any age with chronic medical conditions, 

(e.g., asthma, diabetes, heart disease, kidney fail- in cases of ILI, 3) /ocal—outbreaks of influenza or increases in ILI cases and 
ure, or weakened immune system) recent laboratory-confirmed influenza in a single region of a state, 4) regional 


4 : . + © e — -aks ze 4 cases % aboratory-confi 1 
Women in the second or third trimester of preg- outbreaks of influenza or increases in ILI cases and recent laboratory-confirmec 
. influenza in at least two but less than half the regions of a state, and 5 


confirmed influenza cases or a single influenza outbreak reported but no increase 


mage: 4 during the influenza season ; widespread—outbreaks of influenza or increases in ILI cases and recent 
Residents of nursing homes and other chronic-care laboratory-confirmed influenza in at least half the regions of a state 


facilities Provisional data reported as of January 14. 


Children on chronic spirin therapy Temperature of >100.0° F (>37.8 C) and cough and/or sore throat in the 


. : ; . absence of a known cause other than influenza. 
Household contacts of persons at high risk, includ- 


Calculated as the mean percentage of visits for ILI during noninfluenza weeks 
ing children aged <2 years 


plus two standard deviations. Wide variability in regional data precludes 
— Health-care workers. calculating region-specific baselines and makes it inappropriate to apply the 








national baseline to regional data 
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FIGURE 1. States in which estimated influenza activity levels 
have been reported by state epidemiologists, by level of 
activity* — United States, January 4—10, 2004 














*Levels of activity are 1) no activity, 2) sporadic—small numbers of 
laboratory-confirmed influenza cases or a single influenza outbreak 
reported but no increase in cases of influenza-like illness (ILI), 3) locat— 
outbreaks of influenza or increases in ILI cases and recent laboratory- 
confirmed influenza in a single region of a state, 4) regionat—outbreaks 
of influenza or increases in ILI cases and recent laboratory-confirmed 
influenza in at least two but less than half the regions of a state, and 5) 
widespread—outbreaks of influenza or increases in ILI cases and recent 
laboratory-confirmed influenza in at least half the regions of a state 


enza A viruses, and 113 (0.6%) were influenza B viruses. Of 


the 18,422 influenza A viruses, 4,418 (24.0%) have been 
subtyped; 4,417 (99.9%) were influenza A (H3N2) viruses, 


and one (0.1%) was an influenza A (H1) virus. 


Antigenic Characterization 


Of the 518 influenza viruses collected by U.S. laboratories 
since October 1, 2003, and characterized antigenically by 
CDC, 511 were influenza A (H3N2) viruses, two were influ- 
enza A (H1) viruses, and five were influenza B viruses. The 
hemagglutinin proteins of the influenza A (H1) viruses were 
similar antigenically to the hemagglutinin of the vaccine strain 
A/New Caledonia/20/99. Of the 511 influenza A (H3N2) 
isolates that have been characterized, 98 (19.2%) were similar 
antigenically to the vaccine strain A/Panama/2007/99 
(H3N2), and 413 (80.8%) were similar to a drift variant, 
A/Fujian/41 1/2002 (H3N2)**. Four influenza B viruses char- 
acterized were similar antigenically to B/Sichuan/379/99, and 


one was similar antigenically to B/Hong Kong/330/2001. 





* Although vaccine effectiveness against A/Fujian/41 1/2002-like viruses might 
be less than that against A/Panama/2007/99-like viruses, the current U.S 
vaccine probably offers some cross-protective immunity against the A/Fujian 


411/2002-like viruses and reduces the severity of disease 


P&I Mortality Surveillance 

During the week ending January 10, P&I accounted for 
10.2% of all deaths reported through the 122 Cities Mortality 
Reporting System. This percentage is again above the epidemic 


threshold"’ of 8.1% for that reporting week (Figure 2). 


ILI Surveillance 

The percentage of patient visits®> to approximately 1,000 
U.S. sentinel providers nationwide for ILI decreased from 5.5% 
for the week ending January 3 to 2.8% for the week ending 
January 10, but remained above the national baseline of 2.5% 


(Figure 3). The percentage of patient visits for ILI continued to 


‘ p ° . aq . 
decrease in all nine surveillance regions’’ during the week end- 


ing January 10. Visits for ILI ranged from 3.4% in the Pacific 
region to 1.9% in the Mountain and West North Central 


regions. 





rhe expected baseline proportion of P&I deaths reported by the 122 Cities 
Mortality Reporting System is projected by using a robust regression procedure 
that applies a periodic regression model to the observed percentage of deaths 
from P&I during the preceding 5 years; the epidemic threshold is 1.645 
standard deviations above the seasonal baseline percentage. 

National and regional percentages of patient visits for ILI are weighted on the 
basis of state population 

New England=Connecticut, Maine, Massachusetts, New Hampshire, Rhode 
Island, and Vermont; Mid-Atlantic=New Jersey, New York City, Pennsylvania, 
ind Upstate New York; East North Central=l|llinois, Indiana, Michigan, Ohio, 
ind Wisconsin; West North Central=lowa, Kansas, Minnesota, Missouri, 
Nebraska, North Dakota, and South Dakota; South Atlantic=Delaware, District 
of Columbia, Florida, Georgia, Maryland, North Carolina, South Carolina, 
Virginia, and West Virginia; East South Central=Alabama, Kentucky, 
Mississippi, and Tennessee; West South Central=Arkansas, Louisiana, 
Oklahoma, and Texas; Mountain=Arizona, Colorado, Idaho, Montana, 
Nevada, New Mexico, Utah, and Wyoming; and Pacific=Alaska, California, 
Hawaii, Oregon, and Washington 


FIGURE 2. Percentage of deaths attributed to pneumonia and 
influenza (P&l) reported by 122 Cities Mortality Reporting 
System, by week and year — United States, 2000-2004 


Seasonal baseline 


Week and year 


* The epidemic threshold is 1.645 standard deviations above the seasonal 
baseline percentage 
The seasonal baseline is projected by using a robust regression procedure 
that applies a periodic regression model to the observed percentage of 
deaths from P&I during the preceding 5 years 








Recommended Childhood and Adolescent 
Immunization Schedule — United States, 
January-June 2004 
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QuickGuide 


Each year, CDC’s Advisory Committee on Immunization 
Practices (ACIP) reviews the recommended childhood and 
adolescent immunization schedule to ensure that it is current 
with changes in manufacturers’ vaccine formulations and 
reflects revised recommendations for the use of licensed vac- 
cines, including those newly licensed. The recommended child- 
hood and adolescent immunization schedule for January—June 
2004 (Figure), recommendations, and format have been 
approved by ACIP, the American Academy of Family 
Physicians, and the American Academy of Pediatrics. 


Catch-Up Childhood and Adolescent 
immunization Schedule 


A catch-up immunization schedule for children and 
adolescents who start late or who are >1 month behind was 
introduced in 2003 (/) and remains the same (Table). Mini- 
mum ages and minimum intervals between doses are provided 
for each of the routinely recommended childhood and ado- 
lescent vaccines. The schedule is divided into two age groups: 
children aged 4 months-6 years and children/adolescents aged 
7-18 years. 


Hepatitis B Vaccine 


The schedule indicates a change in the recommendation 
for the minimum age for the last dose in the hepatitis B vacci- 
nation schedule. The last dose in the vaccination series should 
not be administered before age 24 weeks (updating the previ- 
ous recommendation not to administer the last dose before 
age 6 months). 


Adolescent Tetanus and Diphtheria 
Toxoids (Td) Vaccine 

The range of recommended ages for the adolescent Td 
vaccine dose has been updated to emphasize a preference for 





The Recommended Childhood and Adolescent Immunization Schedule and the Catch 
up Childhood and Adolescent Immunization Schedule have been adopted by the Advisory 
Committee on Immunization Practices, the Academy of Pediatrics, and the Academy of 
Family Physicians. The standard MMWR footnote format has been modified for joint 
publication of this harmonized schedule 


Suggested citation: Centers for Disease Control and Prevention. Recommended Childhood 
and Adolescent Immunization Schedule—United States, 2004. MMWR 2004;53:Q1-4 











vaccinating at ages 11—12 years with ages 13—18 years to serve 
as a catch-up interval. 


Clarification Regarding Certain Final 
Doses 


Clarification was added to the footnotes regarding the tim- 
ing of the final vaccine doses in the series for diphtheria and 
tetanus toxoids and acellular pertussis (DTaP) vaccine, 
Haemophilus influenzae type b (Hib) conjugate vaccine, and 
pneumococcal conjugate vaccine (PCV). The final dose in 
the DTaP series should be given at age >4 years. The final 
doses in the Hib and PCV series should be given at age >12 
months. 


Influenza Vaccine 

Healthy children aged 6-23 months are encouraged to 
receive influenza vaccine when feasible during the 2003—2004 
influenza season. Children in this age group are at substan- 
tially increased risk for influenza-related hospitalizations (2). 
ACIP has indicated further that beginning in fall 2004, chil- 
dren aged 6-23 months will be recommended to receive 
annual influenza vaccine. An updated childhood and adoles- 
cent immunization schedule for July-December 2004 will 
be released to reflect this change. 

An intranasally administered, live, attenuated influenza vac- 
cine (LAIV) was approved for use in the United States in June 
2003. For healthy persons aged 5—49 years, LAIV is an 
acceptable alternative to the intramuscular trivaleit inactivated 
influenza vaccine (TIV) (3). 


Vaccine Information Statements 

The National Childhood Vaccine Injury Act requires that 
all health-care providers give parents or patients copies of Vac- 
cine Information Statements before administering each dose 
of the vaccines listed in the schedule. Additional information 
is available from state health departments and at http:// 
www.cdc.gov/nip/publications/vis. Detailed recommendations 
for using vaccines are available from the manufacturers’ pack- 
age inserts, ACIP statements on specific vaccines, and the 2003 
Red Book (4). ACIP statements for each recommended child- 
hood vaccine can be viewed, downloaded, and printed from 
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FIGURE. Recommended childhood and adolescent immunization schedule' — United States, January-June 2004 
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1. Indicates the recommended ages for routine administration of currently licensed 
hildhood vaccines, as of December 1, 2003, for children through age 18 years. Any 
jose not given at the recommended age should be given at any subsequent visit 
when indicated and feasible. &—B Indicates age groups that warrant special effort to 
administer those vaccines not given previously. Additional vaccines may be licensed 
ind recommended during the year. Licensed combination vaccines may be used 
whenever any components of the combination are indicated and the vaccine’s other 
ymponents are not contraindicated. Providers should consult the manufacturers 
package inserts for detailed recommendations. Clinically significant adverse events 
that follow vaccination should be reported to the Vaccine Adverse Event Reporting 
System (VAERS). Guidance on how to obtain and complete a VAERS form is available 
at http://www.vaers.org or by telephone, 800-822-7967 
2. Hepatitis B vaccine (HepB). All infants should receive the first dose of HepB 
vaccine soon after birth and before hospital discharge; the first dose also may be 
jiven by age 2 months if the infant's mother is HBsAg-negative. Only monovalent 
HepB vaccine can be used for the birth dose. Monovalent or combination vaccine 
ontaining HepB may be used to complete the series; 4 doses of vaccine may be 
administered when a birth dose is given. The second dose should be given at least 4 
weeks after the first dose except for combination vaccines, which cannot be administered 
before age 6 weeks. The third dose should be given at least 16 weeks after the first 
dose and at least 8 weeks after the second dose. The last dose in the vaccination 
series (third or fourth dose) should not be administered before age 24 weeks. Infants 
born to HBsAg-positive mothers should receive HepB vaccine and 0.5 mL hepatitis 
B immune globulin (HBIG) within 12 hours of birth at separate sites. The second 
Jose is recommended at age 1—2 months. The last dose in the vaccination series 
should not be administered before age 24 weeks. These infants should be tested for 
HBsAg and anti-HBs at age 9-15 months. Infants born to mothers whose HBsAg 
status is unknown should receive the first dose of the HepB vaccine series within 12 
hours of birth. Maternal biood should be drawn as soon as possible to determine the 
mother's HBsAg status; if the HBsAg test is positive, the infant should receive HBIG 
as soon as possible (no later than age 1 week). The second dose is recommended at 
age 1-2 months. The last dose in the vaccination series should not be administered 
before age 24 weeks 
3. Diphtheria and tetanus toxoids and acellular pertussis vaccine (DTaP). The 
fourth dose of DTaP may be administered at age 12 months provided that 6 months 
have elapsed since the third dose and the child is unlikely to return ai age 15-18 
months. The final dose in the series should be given at age >4 years. Tetanus and 
diphtheria toxoids (Td) is recommended at age 11-12 years if at least 5 years have 
elapsed since the last dose of tetanus and diphtheria toxoid containing vaccine 
Subsequent routine Td boosters are recommended every 10 years 


4. Haemophilus influenzae type b (Hib) conjugate vaccine. Three Hib conjugate 
vaccines are licensed for infant use. If PRP-OMP (PedvaxHIB’- or ComVax [Merck]) 
is administered at ages 2 and 4 months, a dose at age 6 months is not required 

DTaP/Hib combination products should not be used for primary vaccination in infants 
at ages 2, 4, or 6 months but can be used as boosters after any Hib vaccine. The final 
dose in the series should be given at age >12 months 

5. Measles, mumps, and rubella vaccine (MMR). The second dose of MMR is 
recommended routinely at age 4—6 years but may be administered during any visit 
provided that at least 4 weeks have elapsed since the first dose and that both doses 
are administered beginning at or after age 12 months. Those who have not received 
the second dose previously should complete the schedule by the visit at age 11-12 years 

6. Varicella vaccine (VAR). Varicella vaccine is recommended at any visit at or after 
age 12 months for susceptible children (i.e., those who lack a reliable history of 
chickenpox). Susceptible persons aged >13 years should receive 2 doses given at least 4 
weeks apart 

7. Pneumococcal vaccine. The heptavalent pneumococcal conjugate vaccine 
(PCV) is recommended for all children aged 2-23 months and for certain children 
aged 24-59 months. The final dose in the series should be given at age >12 months 

Pneumococcal polysaccharide vaccine (PPV) is recommended in addition to PCV 
for certain high-risk groups. See MMWR 2000;49(No. RR-9):1—35 

8. Hepatitis A vaccine. Hepatitis A vaccine is recommended for children and 
adolescents in selected states and regions, and for certain high-risk groups. Consult 
local public health authority and MMWR 1999:48(No. RR-12):1-37. Children and 
adolescents in these states, regions, and high-risk groups whc have not been vaccinated 
against hepatitis A can begin the hepatitis A vaccination series during any visit. The 
two doses in the series should be administered at least 6 months apart 

9. Influenza vaccine. influenza vaccine is recommended annually for children aged >6 
months with certain risk factors (including but not limited to asthma, cardiac disease 
sickle cell disease, HIV, and diabetes), and household members of persons in groups 
at high risk (see MMWR 2003;52[No. RR-8]:1—36), and can be administered to all 
others wishing to obtain immunity. In addition, healthy children aged 6-23 months 
are encouraged to receive influenza vaccine if feasible because children in this age 
group are at substantially increased risk for influenza-related hospitalizations. For 
healthy persons aged 5—49 years, the intranasally administered live-attenuated 
influenza vaccine (LAIV) is an acceptable alternative to the intramuscular trivalent 
inactivated influenza vaccine (TIV). See MMWR 2003;52(No. RR-13):1—8. Children 
receiving TIV should be administered a dosage appropriate for their age (0.25 mL if 
6-35 months or 0.5 mL if >3 years). Children aged <8 years who are receiving influenza 
vaccine for the first time should receive 2 doses (separated by at least 4 weeks for TIV 
and at least 6 weeks for LAIV) 


Additional information about vaccines, including precautions and contraindications for vaccination and vaccine shortages, is available at nttp://www.cdc.gov/nip or from the 
National Immunization information hotline, telephone 800-232-2522 (English) or 800-232-0233 (Spanish). Approved by the Advisory Committee on Immunization Practices 
(http://www.cde.gov/nip/acip), the American Academy of Pediatrics (http://www.aap.org), and the American Academy of Family Physicians (http://www.aafp.org) 
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TABLE. Catch-up immunization schedule for children and adolescents who start late or who are >1 month behind 


Catch-up schedule for children aged 4 months-6 years 





Dose 1 Minimum interval between doses 





(minimum age) Dose 1 to dose 2 Dose 2 to dose 3 Dose 3 to dose 4 





DTaP (6 wk) 4 wk 6 mo 
IPV (6 wk) 4wk 





2 
4 wk 





3 
HepB (birth) 8 wk (and 16 wk after 1° dose) 





MMR (#2 mo) 
VAR (12 mo) 








Hib” (6 wk) 4 wk: if 1" dose given at age 4 wk = if current age <12 mo 8 wk (as final dose): this 
<12 mo dose only necessary for children 
8 wk (as final dose): if 1 aged 12 mo—5 y who received 
dose given at age 12-14 mo 3 doses before age 12 mo 
No further doses needed: if 
1° dose given at age >15 mo 


8 wk (as final dose) : if 
current age >12 mo and 2 
dose given at age <15 mo 

No further doses needed: if 
previous dose given at age >15 
mo 





pcy (6 wk) 4 wk: if 1° dose given at age 4 wk: if current age <12 mo 8 wk (as final dose): this 
<12 mo and current age <24 mo] 8 wk (as final dose): if dose only necessary for children 
8 wk (as final dose): if 1 current age >12 mo aged 12 mo—5 y who received 
dose given at age >12 mo or No further doses needed: for 3 doses before age 12 mo 
current age 24—59 mo healthy children if previous dose 
No further doses needed: for given at age >24 mo 
healthy children if 1° dose given 
at age >24 mo 

















Catch-up schedule for children aged 7-18 years 





Minimum interval between doses 





Dose 1 to dose 2 Dose 2 to dose 3 Dose 3 to booster dose 





suk Gas Td’: 6 mo: if 1° dose given at age <12 mo 
and current age <11 y 

5 y: if 1° dose given at age >12 mo 
and 3° dose given at age <7 y and 
current age >11 y 

10 y: if 3° dose given at age >7 y 





9 
IPV : 4 wk IPV’: 4 wk IPV 


HepB: 4 wk HepB: 8 wk (and 16 wk after 1° dose) 


MMR: 4 wk 


10 
VAR : 4wk 


2,9 


























Note: A vaccine series does not require restarting, regardless of the time that has elapsed between doses 
Diphtheria and tetanus toxoids and acellular pertussis vaccine (DTaP): The fifth dose is not necessary if the fourth dose was given after the fourth birthday 
Inactivated polio vaccine (IPV): For children who received an all-IPV or all-oral poliovirus (OPV) series, a fourth dose is not necessary if third dose was given at age >4 
years. If both OPV and IPV were given as part of a series, a total cf 4 doses should be given, regardless of the child’s current age 
Hepatitis B vaccine (HepB): All children and adolescents who have not been vaccinated against hepatitis B should begin the hepatitis B vaccination series during any visit 
Providers should make special efforts to immunize children who were born in, or whose parents were born in, areas of the world where hepatitis B virus infection is moderately 
or highly endemic 
Measles, mumps, and rubella vaccine (MMR): The second dose of MMR is recommended routinely at age 4-6 years, but may be given earlier if desired 
Haemophilus influenzae type b (Hib) conjugate vaccine: Vaccine generally is not recommended for children aged >5 years 
Hib: If current age is <12 months and the first 2 doses were PRP-OMP (PedvaxHIB® or ComVax® [Merck)]), the third (and final) dose should be given at age 12-15 months 
and at least 8 weeks after the second dose 
Pneumococcal conjugate vaccine (PCV): Vaccine generally is not recommended for children aged >5 years 
Tetanus and diphtheria toxoids (Td): For children aged 7—10 years, the interval between the third and booster dose is determined by the age when the first dose was given 
For adolescents aged 11—18 years, the interval is determined by the age when the third dose was given 
9. IPV: Vaccine generally is not recommended for persons aged >18 years 
10. Varicella vaccine (VAR): Give 2-dose series to all susceptible adolescents aged >13 years 
Reporting adverse reactions. Clinically significant adverse events that follow vaccination should be reported to the Vaccine Adverse Event Reporting System (VAERS) 
Guidance on completing a VAERS form is available at http://www.vaers.org or at telephone, 800-822-7967. Disease reporting. Suspected cases of vaccine-preventable 
diseases should be reported to state or local health departments. Additional information about vaccines, including precautions and contraindications for vaccination and 
vaccine shortages, is available at http://www.cdc.gov/nip or at the National Immunization information hotline, telephone 800-232-2522 (English) or 800-232-0233 (Spanish) 
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CDC’s National Immunization Program website at http:// CDC. Prevention and control of influenza: recommendations of the 
° Advisory Committee on Immunization Practices (ACIP). MMWR 
: ; , ’ 2003;52(No. RR-8). 

the use of the Vaccine Information Statements are available at : CD¢ 


www.cdc.gov/nip/publications/acip-list.htm; instructions on 


Using live, attenuated influenza vaccine for prevention and 
http://www.cdc.gov/ nip/publications/vis/vis-instructions.pdf. control of influenza: supplemental recommendations of the Advisory 


In addition, guidance on how to obtain and complete a Vac- Committee on Immunization Practices (ACIP). MMWR 2003;52(No. 
i ; . : : RR-13) 

cine Adverse Event Reporting System (VAERS) form is avail- ‘pian 

bI PF : lept 8())-877-7967 American Academy of Pediatrics. Active and passive immunization. In 

able at http://www.vaers.org or by telephone, 500-522-/90/. Pickering LK, ed. 2003 Red Book: Report of the Committee on Infe« 
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FIGURE 3. Percentage of visits for influenza-like illness 
reported by Sentinel Provider Surveillance Network, by week — 
United States, 1999-00, 2002-03, and 2003-04 influenza 
seasons 


10 -——————— 


a4 


| 
4 


1999—00* 


National baseline 





Week 


*The 1999-00 season was selected for comparison because it was the 
most recent influenza A (H3N2) season of moderate severity 


Activity Reported by State and Territorial 
Epidemiologists 

During the week ending January 10, influenza activity was 
reported as widespread in 20 states (California, Connecticut, 
Delaware, Georgia, Hawaii, Indiana, lowa, Maryland, Min- 
nesota, Mississippi, Montana, New York, North Carolina, 
Pennsylvania, South Carolina, Texas, Vermont, Virginia, West 
Virginia, and Wisconsin) and New York City. Regional activ- 
ity was reported in 24 states (Alabama, Alaska, Arizona, Colo- 
rado, Florida, Idaho, Illinois, Kentucky, Louisiana, 
Massachusetts, Michigan, Missouri, Nebraska, New Hamp- 
shire, New Jersey, North Dakota, Ohio, Oregon, Rhode Island, 
South Dakota, Tennessee, Utah, Washington, and Wyoming). 


Local activity was reported in three states (Kansas, Nevada, 


and Oklahoma). Sporadic activity was reported in two states 
(Arkansas and New Mexico), the District of Columbia, Guam, 
and Puerto Rico. Maine did not report. 


Weekly updates on influenza activity will be published in 


MMWR during the influenza season. Additional information 
about influenza activity is available from CDC at hetp:// 
www.cdc .gov/fl u. 


Notice to Readers 





Neonatal Vaccination Workshop 


The U.S. Department of Health and Human Services 
(DHHS) is sponsoring the First International Neonatal Vac- 
cination Workshop during March 2-4, 2004, in McLean, Vir- 
ginia. The workshop will explore strategies to protect neonates 
from bacterial, viral, and parasitic agents. Sessions will focus 
on the immune responses of the neonate to vaccine antigens, 
review clinical experience with vaccines administered to neo- 
nates, consider expanded use of vaccines in the neonate from 
industry and regulatory perspectives, and weigh alternative 
strategies to protect neonates (e.g., maternal immunization). 

The workshop is coordinated by the National Vaccine 
Advisory Committee's Future Vaccines Subcommittee, CDC, 
the U.S. Food and Drug Administration, the National Insti- 
tutes of Health, and the Task Force for Child Survival and 
Development and is supported by a grant from the DHHS 
National Vaccine Program Office. Additional information 
about the workshop, including submission of abstracts, regis- 
tration, and hotel accommodations, is available from the Task 
Force for Child Survival and Development, telephone 404- 
592-1425, e-mail neonatal@cdc.gov, and from CDC at http:/ 


/www.cdc.gov/nip/events/neonatal_wkshop. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals January 10, 2004, with historical 
data 


CASES CURRENT 


DISEASE 4 WEEKS 


DECREASE INCREASE 
Hepatitis A, acute 212 
Hepatitis B, acute 251 
Hepatitis C, acute 37 

Legionellosis 78 
Measles, total 
Meningococcal disease 
Mumps 


Pertussis 


Rubella 





1 


Ratio (Log Scale)* 


* Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending January 10, 2004 (1st Week)* 





Cum. Cum. Cum. Cum. 
2004 2003 2004 2003 








Anthrax 


Hemolytic uremic syndrome, postdiarrheal' 
Botulism 


HIV infection, pediatric* - 22 
foodborne Measles, total 1 

infant - Mumps 

other (wound & unspecified) - - Plague 
Brucellosis 
Chancroid 
Cholera 
Cyclosporiasis* 
Diphtheria 
Ehrlichiosis 


Poliomyelitis, paralytic 

Psittacosis' 

Q fever' 

Rabies, human 

Rubella 

Rubella, congenital syndrome 

SARS-associated coronavirus disease'** 

Smalipox' ' 

Staphylococcus aureus 
Vancomycin-intermediate (VISA)' ' 


human granulocytic (HGE)' 

human monocytic (HME)' 

human, other and unspecified 
Encephalitis/Meningitis 


California serogroup viral’ 
eastern equine’ 
Powassan' 
St. Louis* 
western equine’ 

Hansen disease (leprosy)' 

Hantavirus pulmonary syndrome’ 











Vancomycin-resistant (VRSA)* * 
Streptococcal toxic-shock syndrome’ 
Tetanus 
Toxic-shock syndrome 
Trichinosis 
Tularemia' 

Yellow fever 











-: No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 


Not notifiable in all states 


Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 


« Last update November 30, 2003 


Of one case reported, one was indigenous, and zero were imported from another country 
** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (notifiable as of July 2003) 


' Not previously notifiable 
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TABLE Ii. Provisional cases of selected notifiable diseases, United States, weeks ending January 10, 2004, and January 4, 2003 
(ist Week)* 





Encephalitis/Meningitis 
AIDS Chlamydia‘ Coccidiodomycosis Cryptosporidiosis West Nile 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 20045 2003 2003 2004 2003 2004 2003 2004 2003 


UNITED STATES 3,016 028 9,859 14 7 30 


NEW ENGLAND 6¢ d 594 - . 1 
Maine 4 N N 
N.H 14 

Vt - 2 10 

Mass 184 

R.| 5 44 

Conn . 338 

MID. ATLANTIC 905 031 

Upstate N.Y : 23 

N.Y. City . 392 

N.J y Z 230 

Pa 386 

E.N. CENTRAL - 2 2,544 

Ohio - 2 772 

Ind é 305 

TT - 058 

Mich 154 

Wis ¢ 255 


W.N. CENTRAL 3 643 
Minn . 161 
lowa - 30 
Mo , 17 271 
N. Dak 

S. Dak 

Nebr." 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C." 

Ga 

Fla 


E.S. CENTRAL 























16 
4 


W.S. CENTRAL 
Ark 

La 

Okla 


Tex 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam - . ‘ i 
PR - - - N 
VI - - ¢ . : 
Amer. Samoa U U U U U U 
C.N.M.1 - U U - U 





N: Not notifiable U: Unavailable -: No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 

* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 

' Chlamydia refers to genital infections caused by C. trachomatis 
Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention. Last update 
November 30, 2003 

‘ Contains data reported through National Electronic Disease Surveillance System (NEDSS) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 10, 2004, and January 4, 2003 
(1st Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 
Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped Giardiasis Gonorrhea 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004 2003 2004 2003 2004 2003 2004 2003 2004 2003 


























UNITED STATES 9 14 : 3 1 . 128 188 2,692 
NEW ENGLAND 1 . . . - 11 12 


4,358 
19 211 

Maine ; . 

N.H 

Vt - . - { . ‘ 

Mass . : ; , i a 


/ 
R./ . . : : ; . : ¢ 18 
Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 

ind 

il 

Mich 

Wis 


W.N. CENTRAL 
Minn 

iowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W.Va 

N.C 

S.C 

Ga 

Fla 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


4 


Guam 

PR 

V1 

Amer. Samoa U U U U 
C.N.M.1 U . U 





N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 10, 2004, and January 4, 2003 
(ist Week)* 





Haemophilus influenzae, invasive Hepatitis 
All ages Age <5 years (viral, acute), by type 
All serotypes Serotype b Non-serotype b Unknown serotype A 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. | Cum. Cum. Cum. 




















Reporting area 2004 2003 2004 2003 2004 2003 2004 2003 2004 2003 
UNITED STATES 23 13 


NEW ENGLAND 1 3 
Maine : 
N.H 

Vt 

Mass 

RI 

Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

ind 

il 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 
Md 
D.C 











3 2 56 56 
8 2 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI 

Amer. Samoa U U U 

C.N.M.1 . U . 

N: Not notifiable U: Unavailable -- No reported cases 

* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 10, 2004, and January 4, 2003 
(1st Week)* 





Hepatitis (viral, acute), by type 
B c Legionellosis Listeriosis Lyme disease 
Cum. Cum. ’ Cum. Cum. Cum. Cum. Cum. | Cum. 
Reporting area 2003 2004 2004 2003 2004 2003 2004 2003 
UNITED STATES * 104 7 17 13 4 4 60 75 


NEW ENGLAND 6 - . 1 : 1 1 7 
Maine - 

N.H 

Vt 

Mass 

RI 

Conn 


MID. ATLANTiC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

ind 

ill 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 

W.S. CENTRAL 
Ark 

La 

Okla 


Tex 


MOUNTAIN 
Mont 
idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


























Guam 

PR 

VI 

Amer. Samoa U U U 
C.N.M.1 . U 





N: Not notifiabie U: Unavailable -: No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 10, 2004, and January 4, 2003 


(1st Week)* 





Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 








Reporting area 2004 2003 


Cum. Cum. 





Cum. Cum. 
2004 2003 





2004 2003 





Cum. | Cum. 


Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





UNITED STATES 8 8 
NEW ENGLAND - 1 
Maine . 

N.H 

Vt 

Mass 

R.l 

Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

Ind 

il 

Mich 

Wis 


W.N. CENTRAL 
Minn 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W.Va 

N.C 


Fla 
E.S. CENTRAL 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V1 - 

Amer. Samoa U 
C.N.M.1 U 


30 20 
1 1 


U 


U 
U 


34 90 
4 26 


28 37 
2 


4 2 





N: Not notifiable U: Unavailable 


No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 10, 2004, and January 4, 2003 


(ist Week)* 





Salmonellosis 


Shigellosis 


Streptococcal disease, 
invasive, group A 


Streptococcus pneumoniae, invasive 





Drug resistant, 
all ages Age <5 years 








Reporting area 2004 2003 


Cum. Cum. 





2004 2003 





Cum. | Cum. 


Cum. Cum. 
2004 2003 





Cum. Cum. Cum. Cum. 
2004 2003 2004 2003 











UNITED STATES 218 339 


NEW ENGLAND 3 12 
Maine 

N.H 

Vt 

Mass 

Rl 

Conn 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 

Ind 

i 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 

Wash 

Oreg 

Cakf 

Alaska 

Hawaii 

Guam 

PR 

V1 

Amer. Samoa U 
C.N.M.1 U 


84 297 
1 


110 65 
1 7 


73 21 1 3 
3 





N: Not notifiable U: Unavailable 


No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 10, 2004, and January 4, 2003 
(1st Week)* 





Syphilis Varicella 


Primary & secondary enital Tuberculosis Typhoid fever (Chickenpox) 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004 2003 2003 2004 2003 2004 2003 2004 2003 
UNITED STATES 54 89 9 41 62 1 1 130 138 


NEW ENGLAND 2 - 1 1 
Maine 

N.H 

Vt 

Mass 

R.1 

Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 

Ind 

il 

Mich 

Wis 

W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 


E.S. CENTRAL 





























17 21 


15 


2 


4 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI 1 
Amer. Samoa ‘ U 
C.N.M.1 U 





N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending January 10, 2004 (1st Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 


All 
Ages 





>65 | 45-64 


iainal sal <1 





Pal’ 
Total 


Reporting Area 





>65 45-64 | 25-44 | 1-24 





<1 





NEW ENGLAND 
Boston, Mass 
Bridgeport, Conn 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass 
Lynn, Mass 

New Bedford, Mass 
New Haven, Conn 
Providence, R.| 
Somerville, Mass 
Springfield, Mass 
Waterbury, Conn 
Worcester, Mass 


MID. ATLANTIC 
Albany, N.Y 
Allentown, Pa 
Buffalo, N.Y 
Camden, N.J 
Elizabeth, N.J 
Erie, Pa 

Jersey City, N.J 
New York City, N 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa 
Reading, Pa 
Rochester, N.Y 
Schenectady, N.Y 
Scranton, Pa 
Syracuse, N.Y 
Trenton, N.J 
Utica, N.Y 
Yonkers, N.Y 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, Ill 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich 
Evansville, Ind 
Fort Wayne, Ind 
Gary, Ind 
Grand Rapids, Mich 
Indianapolis, Ind 
Lansing, Mich 
Milwaukee, Wis 
Peoria, Ill 
Rockford, lil 
South Bend, Ind 
Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans 
Kansas City, Mo 
Lincoln, Nebr 
Minneapolis, Minn 
Omaha, Nebr 

St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans 


547 423 
U U 
46 35 
28 24 
41 37 
U 

32 

8 

29 

37 


1.006 
59 
43 


46 
61 
46 
99 
U 
71 49 
71 42 


86 


13 
9 
27 
U 
15 
15 


24 
U 


3 


n-—-— w 
OMmMCaAN@=$WNUODN 


—n_N Wo 


Sa Cnoan-n-ONM 


/ 


/ 


U 


—“-LhWWO=+$CWHNSWEODW, 


87 


NOO-NWW-OC oO 


Nm 
oOo = 
iM 


Can 


~~ 


Or COOn@w-OnNSs DOOOnN 





S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Boise, Idaho 

Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 

Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 
Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Oreg 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wash 


TOTAL 


23 
212 
83 
121 
106 
489 
U 
47 
U 
264 
U 
169 
12 
117 
81 
121 


14,590* 


047 343 122 45 
85 26 16 2 
147 56 33 
152 31 12 
27 44 
U 
58 
56 
59 


o/ 


© o-C &aw~w< 


i: i nD ” 
Cnoouw--— 
nm 

-an Cc Ooun--Wh NW, 


fo?) 


@ 
a--@MCOC&CMON=H4WOD NNN 
w N 


Caw-NO 


78 
54 
84 


10,204 


NNS=|-OCOC, 


=" 
o 


38 


ur 
Coa—- 
nN = N-— 
AINOnnCca-s Now 


nN — 


mM 
woon-®— 


41 
U 
18 
1 
17 
10 
18 


283 1,482 





U: Unavailable 


-‘No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
' Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
* Total includes unknown ages 
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